The current COVID-19 outbreak represents a major challenge for all healthcare systems not only regarding the diagnostic and therapeutic processes but also in terms of global management of the delivered care \[[@CR1], [@CR2]\]. Hospital administrations had to provide a prompt response to a rapidly evolving emergency characterized by the necessity of giving access to an enormous number of patients and simultaneously preserving the well-being of the healthcare providers.

Among the units directly involved in the management of the clinical pathways, the diagnostic sections surely required an accurate organization \[[@CR3]\].

As demonstrated in the literature, radiological imaging plays a crucial role in the assessment of COVID-19 patients starting from the early phases of the disease but we should not focus only on the contribution of specific techniques or the typical signs of the infection at imaging. In fact, high-quality imaging can be provided only if healthcare administrators properly handle the organizational aspect of the emergency. As shown for previous epidemics like SARS, a structured approach to the radiological departments including the implementation of specific devices has a positive impact on the overall management of patients \[[@CR4]\].

In particular, during the current pandemic, attention had to be devoted in separating suspected from confirmed COVID-19 patients in need of urgent radiological imaging avoiding any possible contamination or delay in the provided care. Especially regarding the last aspect, molecular tests which are, up to now, the main applied diagnostic tool, require some hours to be processed. In this interval of time, the clinical pathway of critical patients should not be interrupted and Emergency Rooms (ER) should not be overcrowded.

Establishing proper pathways can be particularly challenging in large hospitals, as ours, acting usually as referring centers for numerous and various diseases. In fact, our hospital has 1727 beds including 87 in intensive care units (ICU) and offers tertiary care in different fields such as liver and lung transplant, pediatric surgery, and oncology.

The Department of Diagnostic Imaging is composed of one Nuclear Medicine unit, and four radiological units subdivided as follows: one neuroradiology unit, one general radiology unit including the main ER admission, one academic radiology unit including a third level pediatric section, and one general radiology unit located in a nearby building with a separate secondary ER admission (Fig. [1](#Fig1){ref-type="fig"}). Each section has one CT scanner. Only the general radiology, located in one of the main buildings, has two CTs but with a shared control room (Fig. [1](#Fig1){ref-type="fig"}).Fig. 1Graphic representation of the radiological pathway established in our tertiary center to face the COVID-19 outbreak. All patients with a confirmed diagnosis of COVID-19 are scanned in a mobile CT scanner (i.e., represented in red), which is available since the early phase of the outbreak in our region. All suspect COVID-19 patients requiring an urgent CT are scanned with the device of the academic radiological unit (i.e., represented in orange). All other CTs of the hospital (i.e., represented in green) are used for COVID-19-negative patients. In case of extremely critical patients, the nearest CT room is used and then disinfected and locked according to the guidelines. \[Only the main buildings of the hospital where COVID-19 are currently admitted and the radiological units are pictured. Other units such as the women care center with patients in need of radiological examinations will follow the same pathway for suspected and confirmed COVID-19 patients and use the nearest CT room for COVID-19-negative patients. \#safe transport with Individual Protection Devices; \*COVID-19 only elevators. ICU: Intensive Care Unit; CT: Computed Tomography\]

To face this challenge and in particular to optimize the diagnostic pathway during the current COVID-19 outbreak, the hospital administration of our tertiary center applied a highly structured framework assigning specific tasks to the different units composing the Department of Imaging.

Few days after the beginning of the pandemic in the Regione Veneto (i.e., 21st of February 2020), a mobile CT scanner in a truck was rented and became immediately operative for all patients with a confirmed diagnosis of COVID-19. Moreover, the CT of the academic radiological unit (orange in the graph) has been assigned for examining all suspected cases of COVID-19 (i.e., symptomatic or asymptomatic subjects at high risk of infection, waiting for the results of the molecular test and requiring urgent scans).

In case of patients in critical conditions who cannot be transported to the truck, the CT of the academic unit is used and then properly disinfected and locked following the guidelines \[[@CR5]\]. All other CTs of the hospital (i.e., green in the graph) are used for non-COVID-19 patients, aiming to avoid any interruption of the routine clinical activity especially regarding surgical, oncological, and pediatric patients who require care that cannot be postponed.

Obviously, all patients who require an urgent CT scan but cannot be transported to any of the two assigned CTs (i.e., mobile CT for confirmed cases, CT of the academic unit for suspected patients) are examined in the nearest radiological unit and afterwards the CT room is carefully cleaned and disinfected \[[@CR5]\].

The success and efficacy of the management applied by our administration is demonstrated by the fact that during the outbreak, the radiological workflow was never interrupted. In fact, during the first month of the pandemic in the Regione Veneto, in our hospital, 1946 CT scans were performed, 69 of which using the mobile device (i.e., for COVID-19-positive patients), and 539 with the academic scanner (i.e., for suspected COVID-19, COVID-19 patients who could have not been transported to the truck, and non-COVID-19 patients referring to the academic unit). Considering that the national lockdown led to a reduction of the deferrable surgical procedures and clinical assessments, and in turn of the prescribed radiological examinations, in our center, in comparison to the same interval of time of the previous year, only a 29.3% decrease of CT scans occurred.

It certainly has to be noted that all COVID-19 patients are mainly monitored by chest X-rays and our hospital has 11 mobile X-ray devices which can be assigned for infected patients. Nevertheless, in case of clinical conditions requiring CT scans, it is mandatory to assure that these examinations are safely performed \[[@CR6]\].

A further sign of the success of the applied method is represented by the evidence that according to the surveillance of healthcare providers belonging to the Department of Diagnostic Imaging, up to now, none contracted the disease. Only one technician of the neuroradiology unit, completely asymptomatic, tested positive for COVID-19 but is believed to have contracted the virus from a household member. He went immediately to quarantine and none else in his unit was affected.

All healthcare providers of the Department worked in safety, using the recommended protective equipment (i.e., surgical mask and gloves dealing with non-COVID-19 patients; filtering masks, gloves, long sleeved gown, protective shoe covers, and eye protection dealing with suspected or positive COVID-19 patients) \[[@CR7]\]. Patients had to wear a mask, the safety distance of at least 2 m was applied in all waiting rooms, caregivers had limited access, and everyone accessing the Department was screened (e.g., temperature check, anamnesis focused on the main COVID-19 symptoms).

As suggested in the recent article of Mossa-Basha et al., the preparedness of hospitals is essential to face this dramatic situation \[[@CR8]\]. According to the experience gained in our center, we recommend to all hospital administrations facing the COVID-19 outbreak to promptly adapt their resources, creating precise and safe pathways for their diagnostic units.

We strongly believe that only a precise organization of the workload, figuring out the designation of devices dedicated not only to confirmed COVID-19 cases but also to suspected patients, will provide a fully beneficial service for the entire healthcare system, assuring the best delivered care to all patients, guaranteeing the safety of the healthcare providers, and optimizing the economic resources.
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